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EXECUTIVE SUMMARY
The Multi-Sectoral Approaches to Preventing Sexual Assault
and Domestic Violence Symposium jointly hosted by the
Population Council and AED-UGM in May 2009, aimed to:
a. Increase awareness of sexual assault and domestic
violence and its relationship to HIV and AIDS among
decision-makers;
b. Promote evidence-based programming for
practitioners;
c. Advocate for increased preventative measures and
service delivery around SGBV in the public and private
sectors;
d. Facilitate networking, strengthen and develop
partnerships and create opportunities for ongoing
collaboration between key stakeholders; and
e. Inspire a co-ordinated plan of action for prevention that
1
supports the government’s 365-day plan of action.
South Africa has some of the highest SGBV figures in the
world. This is a violation of human rights of women and
girls but is also a major cause of mortality and morbidity. In
addition, SGBV is a key driver of the HIV epidemic for
women. Existing male norms also serve to fuel the SGBV
and HIV epidemics.

Key findings of the symposium and
recommendations on addressing the risks
Male norms and gender equality
Solid policies are needed to engage men and boys, together
with a clear strategic plan to accelerate change. We need to
focus on issues compounding women’s vulnerabilities to
men’s violence such as marriage regimes and maintenance,
the Firearms Control Act and liquor laws. Several
recommendations were identified, requiring that male
norms be addressed and changed and that women become
empowered and men educated by programmes on
women’s rights and human rights.

Recommendations include job creation, recreational
facilities, and involvement of youth in programme
development.

Alcohol and drug abuse
South Africa has one of the highest per capita rates of
alcohol consumption in the world. Alcohol leads to
violence and aggression due to its psychopharmacological
effects and links have been made between social and
cultural attitudes, expectations and norms around alcohol
which lead to violence. Recommendations are to create
innovative ways to reduce supply and demand, and to
reduce the overall availability and appeal of alcohol,
especially to the youth.

Strengthened policing and enforcement
The police service is mandated to prevent, combat and
investigate crime in order to maintain public order. They
are to protect and secure the inhabitants of South Africa
and their property, and they are there to uphold and
enforce the law. However, the police and courts are not
fairing well in this respect and many perpetrators are not
prosecuted. The Sexual Offences and Community Affairs
(SOCA) Unit of the National Prosecuting Authority (NPA)
was established in October 1999 to eradicate all forms of
gender-based violence against women and children.
The focus of the authorities should be to achieve justice
and not merely crime control. Recommendations include
information sharing between police, courts, prosecutors,
shelters and social workers about gun ownership and
threats with a gun.

Protecting children from abuse and
strengthening parenting

Poverty and inequality

The health consequences of child sexual abuse are well
documented and lead to alcohol abuse, depression, HIV
and further violent behaviour.

Poverty and inequality are inseparably linked to all other
social dynamics that underpin the problem of violence in
South Africa. In addition, the constructions of masculinity
which are predicated on gender hierarchy and idealise
toughness and risk-taking are a key driver of gender-based
violence. Research also shows that income inequality and
unemployment are more consistent correlates of homicide
than any other indicator. (Jewkes et al, 2008.)

Children are confronted with several problems regarding
their abuse, namely their response to the abuse (eg fear of
being blamed for the rape), limited access to support
services, and limitations of the Child Protection Services.
Recommendations include additional resources and victimfriendly institutions, as well as a Child Protection Plan
against child exploitation.

1

The 365-day national action plan to end gender violence is a comprehensive and concerted plan for ending gender violence with
measurable targets and indicators to which South Africans from all walks of life, in all spheres of government and at all levels of society
can contribute.
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Sexual orientation and violence

Conclusion

There are many contradictions in South Africa related to
gender and gender-based violence particularly with regard
to lesbian, gay, bi-sexual, transgender and inter-sex (LGBTI)
individuals. Whereas the Universal Declaration of Human
Rights protects everyone from violent acts, LGBTI are
subjected to horrific violence and even murder.
Recommendations include training to debunk myths and
stereotypes of gender, gender identity and sexual practices
to lessen homophobia and increase tolerance.

Effective prevention of SGBV requires a comprehensive
cross-sectoral approach with buy-in and political support
at all levels of government. No single strategy alone will be
effective. At present, there is insufficient co-ordination and
monitoring of implementation of the national 365-day
plan. There has also been limited engagement with civil
society and oversight mechanisms like the Commission for
Gender Equality (CGE) and Independent Complaints
Directorate (ICD) face challenges. For any prevention
interventions to work, civil society must work closely with
government and increase its capacity to engage in policy,
advocacy and community mobilisation. Similarly, public
sector capacity must be strengthened to monitor and
implement the national 365-day plan. Lastly, the
involvement of traditional and religious leaders cannot be
overlooked.

Responses from health partners and
government
Numerous opportunities exist for the health sector to
provide care for SGBV survivors. Based on the number of
people attending health facilities, health workers are often
the first point of contact. A package of comprehensive
sexual assault care by healthcare workers for rape victims
needs to be implemented.
Recommendations include the empowerment of
vulnerable communities. There is no blueprint of sexual
assault service, however the model used must be
adaptable to local settings, must be evidence-based and
encourage inter-sectoral collaboration.

Challenges for women and children regarding
sexual assault
When women report cases of rape to the police in South
Africa they often become victims of secondary trauma
because they are interrogated. Instead of feeling helped by
those in authority, women feel further traumatized and
helpless. Many rape cases that do make it to court end up
being thrown out because of a lack of evidence. Due to
this, many perpetrators go free. Local models
strengthening links with the justice system exist.

While specific recommendations have been made per
sector there are general recommendations which apply
across-the board and which will require cross-sectoral
collaboration and commitment. This includes reducing
poverty, ensuring stricter gun control, and finding men
from civil society and positions of power who are role
models.
It is hoped that the findings presented at the symposium
will inspire stakeholders across all sectors to join forces to
formulate a plan of action; that the symposium will guide
advocacy and inform future interventions and research
needs towards comprehensive HIV prevention in South
Africa.
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1. INTRODUCTION
Background
Sexual and gender-based violence (SGBV) is endemic in
communities around the world, cutting across class, race,
age, religion and national boundaries.

A substantial number of African
women are abused by their partners
(2008 DHS data)

SGBV is defined as, “Any act of gender-based violence that
results in, or is likely to result in physical, sexual, or
psychological harm or suffering for women, including
threats of such acts, coercion, or arbitrary deprivation of
liberty, whether occurring in public or private life.”- United
Nations General Assembly 1993.

Few countries have a higher proportion of
abuse than South Africa – Zambia has the most
physical abuse while Uganda has the highest
rates of sexual and emotional abuse.

The impact of SGBV resonates in all areas of health and
social programming: survivors of sexual violence
experience increased rates of morbidity and mortality, and
violence has been shown to exacerbate HIV transmission,
among other health conditions (IGWG of USAID, 2006).

South Africa has some of the highest SGBV figures in the
world. This is a violation of human rights of women and
girls but is also a major cause of mortality and morbidity. In
addition, SGBV is a key driver of the HIV epidemic for
women. Existing male norms also serve to fuel the SGBV
and HIV epidemics.

While women and girls are the most visible survivors of
sexual violence, they are far from being the only ones who
suffer it. Children of both sexes constitute a large
proportion of abuse survivors, and adult men and the
handicapped are minority groups who are also affected but
often neglected in research and interventions.

Thus, in May 2009, in an effort to highlight the state of
SGBV in South Africa, the Population Council and AEDUGM, funded by PEPFAR, co-hosted a symposium on MultiSectoral Approaches to Preventing Sexual Assault and
Domestic Violence. The theme: A Collective Force to Stop
the Violence.

SGBV is a public health issue
Fatal outcomes
?
Femicide
?
Suicide
?
AIDS-related

mortality
?
Maternal mortality

Non-fatal outcomes
Physical
?
Fractures
?
Chronic pain

syndromes
?
Fybromyalgia
?
Permanent disability
?
Gastro-intestinal

disorders

Sexual and reproductive
?
Sexually-transmitted

infections, including HIV
?
Urinary tract infections
?
Unwanted pregnancy
?
Pregnancy
complications
?
Vaginal bleeding
?
Traumatic gynaecologic
fistula
?
Unsafe abortion
?
Chronic pelvic pain

Psychological and
behavioural
?
Depression and anxiety
?
Eating and sleep

disorders
?
Drug and alcohol abuse
?
Poor self-esteem
?
Post-traumatic stress

disorder
?
Self harm

Source: Adapted from Bott, Morrison and Ellsberg 2005
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Women who have been raped or have children who have
been raped face many challenges:
?
Are not believed by their families that the rape
occurred, whether by a family member or not.
?
Lose friends.
?
Endure discrimination and stigmatisation.
?
Husbands leave them.
?
Lack love and support.
?
Face threats, bribery and manipulation from
perpetrators.
?
End up in and stay in abusive relationships.
?
Are faced with raising HIV-positive children who were
infected by rape.
Often children who have been raped survive but are left
feeling unloved and without support, protection or any
guidance, making it easy for them to develop behavioural
problems.

“SGBV is a key driver of the
HIV epidemic for women.
Existing male norms also
serve to fuel the SGBV and
HIV epidemics.”

RAPE AND INTIMATE PARTNER
VIOLENCE IN SOUTH AFRICA
A woman is killed every six hours by a husband
n
or boyfriend in South Africa.
Violence is the second leading cause of death
n
after HIV.
Close to 55 000 rapes were reported to the
n
police in South Africa between 2005 and 2006.
Only one in nine rapes is reported.
n
n
Forty percent of rape cases reported are children
– 15% of those are under 12 years.
n
One in five women disclosed in research that
they had been forced into sex by an intimate
partner.
Men who rape are more likely to have HIV.
n
Men abused in childhood are twice as likely to
n
abuse alcohol.
n
Ten percent of men disclosed that they had been
forced into sex by a man.
Girls exposed to sexual abuse in childhood are
n
more likely to be physically and sexually abused
as adults.
Boys who experienced abuse and were abused in
n
childhood increase their risk of perpetrating
violence, especially rape in adulthood.
Women who have experienced physical or sexual
n
intimate partner violence (IPV) are more likely to
have HIV.
Rape impacts on the mental health of rape
n
survivors, increasing their long-term risk of
contracting HIV. It also alters women’s sense of
self and makes them more likely to abuse
substances.
Source: Jewkes R et al, 2009
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Objectives
The symposium, which took place in Gauteng from
6 to 7 May 2009, aimed to:
a. Increase awareness of sexual assault and domestic
violence and its relationship to HIV and AIDS among
decision-makers;
b. Promote evidence-based programming for
practitioners;
c. Advocate for increased preventative measures and
service delivery around SGBV in the public and private
sectors;
d. Facilitate networking, strengthen and develop
partnerships and create opportunities for ongoing
collaboration between key stakeholders; and
e. Inspire a co-ordinated plan of action for prevention that
supports the government’s 365-day plan of action.
Presentations and panel discussions explored the following
themes:
?
Male norms and gender equality.
?
Youth, unemployment and poverty.
?
Alcohol.

?
Strengthened policing and enforcement.
?
Protecting children from abuse and strengthened

parenting.
?
Sexual orientation and violence.
?
Responses from health/prevention partners and

government.

Participants
A total of 96 participants attended the symposium. They
included:
?
Leaders and experts in sexual assault, domestic

violence, and HIV;
?
Representatives from government;
?
Donor organisations;
?
Non-governmental organisations;
?
Faith-based organisations;
?
Activists;
?
Academics;
?
Advocacy and human rights organisations;
?
Researchers;
?
Clinicians; and
?
Community-based organisations.

Social dynamics and risk factors that underpin the problem of
sexual assault and gender-based violence
1.

Gender inequality – The constructions of masculinity which are predicated on gender
hierarchy and idealise toughness and risk taking are a key driver of gender-based violence.

2.

Poverty and inequality – they are inseparably linked to all other social dynamics that
underpin the problem of violence in South Africa.

3.

Income inequity – a survey of 63 countries show that South Africa has the worst income
inequality and homicide rates of any of the countries surveyed. Income inequity is the best
proxy predictor of violence.

4.

Alcohol consumption – South Africa has the highest per capita alcohol consumption
amongst drinkers of any country in the world, and men who perpetrate SGBV are often
drunk, while women who are victims are sometimes drunk. Alcohol abuse reduces women's
ability to leave violent relationships and enhances risks of re-victimisation.

5.

Firearms – South Africa has the highest rate of firearm deaths in the world. A third of
women killed by partners were shot and many of them with legally owned guns. Nearly all
deaths from legal gun owners could have been prevented.
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2. GENDER-BASED VIOLENCE AND HIV
Gender-based violence is increasingly recognised as a
key factor in the HIV epidemic while sexual violence is
often considered the key source of the increased risk.
There is compelling evidence that women who are
abused and men who abuse are more likely to have
HIV. Women who have experienced physical/sexual
intimate partner violence are more likely to have HIV
(Dunkle K et al, 2004). Men who have perpetrated
physical or sexual violence are more than twice as
likely to have HIV (adjusted OR 2.23) and 73% of men
who will rape do so by the age of 20. (Jewkes R et al,
2008).
There is evidence to support both direct and indirect
pathways through which gender-based violence
increases the risk of HIV. As a result of these
mechanisms, young women between 15 and 26 years
of age were 64% more likely to acquire HIV over two
years of follow up. (Jewkes R et al, 2008).

Men who have perpetrated more than
one episode of physical IPV are more
likely to:
?
have 20+

partners ever
?
engage in any transactional sex
?
have sex with a prostitute
?
have high levels of alcohol in the past year
rape
?
?
use condoms inconsistently
?
be or to have been sexually violent and
exhibit a range of other risk factors.

Hypothesised pathways from gender-based violence
to increased HIV-positivity in women

DIRECT
Gender-based
violence

Traumatic sex

Via gender power inequity
reduces protective powers

INDIRECT

HIV

Violent men are more
likely to have HIV

Altered sense of self and
PTSD: substance abuse and
more risky sex

Source: Jewkes R et al, 2008
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3. ADDRESSING THE RISKS
3.1. Male norms and gender equality
“No government in South Africa could ever claim to represent the will of the people if it
failed to address the central task of the emancipation of women in all its elements.”
Former President Thabo Mbeki, 27 April 2004

“We should implement social programmes involving men and boy children that are aimed
at curbing machismo and patriarchal practices that lead to violence ...
Former Deputy President of South Africa, Ms Phumzile Mlambo-Ngcuka,
18 November 2007

The South African constitution is far reaching in its explicit
endorsement of substantive rather than merely formal
rights and endorses affirmative measures as a means of
achieving substantive equality.

3.1.1. Recommendations
?
Change constructions and identify new models of male

norms.
?
Find ways to create new men who inspire new values

•

Section 9 (1) “affirms the right of everyone to be
equal before the law and to the equal protection
and benefit of the law”.

•

Section 12, sub-section 2 of the Bill of Rights states
that, “Everyone has the right to bodily and
psychological integrity, which includes the right (a)
to make decisions concerning reproduction; and (b)
to security in and control over their body.”

Furthermore, the National Strategic Plan on HIV and AIDS
states that:
“Gender inequalities inherent in most patriarchal cultures
where women are accorded a lower status than men
impact significantly on the choices that women can make
in their lives especially with regards to when, with whom
and how sexual intercourse takes place. Such decisions
are frequently constrained by coercion and violence in
the women's relationships with men.”
Although patriarchal attitudes are changing, with men
participating in efforts to address challenges such as
violence against women, it is evident from the above that
solid policies are needed to engage men and boys together
with a clear strategic plan to accelerate change.
Furthermore, we need to focus on issues compounding
women’s vulnerabilities to men’s violence such as
marriage regimes and maintenance, the Firearms Control
Act and liquor laws.
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and who don't need to exert their power to hurt
anyone.
?
Conduct research into the complexities of men's
sexualities and vulnerabilities.
?
Address masculinity in the context of social inequalities.
?
Reduce exposure to violence in childhood.
?
Strengthen public sector capacity.
?
Accelerate and expand programmes to empower
women and educate men and women on women’s
rights and human rights.
?
Build men’s capacity to do gender and transformative
work.
?
Include traditional and religious leaders in approaches
to prevention.
?
Strengthen the capacity of men and boys to reduce
gender-based violence in partnership with women and
girls.
?
Train men and boys on legislation, human rights and
communication/negotiation skills”.
?
Audit school curriculum to assess whether it promotes
gender equality.
?
Combine mass media with community-based initiatives
to promote gender equity.
?
Undertake targeted work with vulnerable boys and
young men.
?
Major policy and accountability gaps exist compounded
by insufficient co-ordination and engagement by
government and civil society – this must be addressed.

3.2. Youth, unemployment and poverty

3.2.3. Challenges faced by youth

While population growth in South Africa has slowed
overall, there continues to be rapid growth amongst the
youth and adults, with youth comprising 36% of the
population. While today’s youth have attained higher
levels of education than previous generations, there is a
mismatch between labour demand and supply. There is
also a marked difference in unemployment rates between
youth and non-youth.

Youth continue to face the transition from being a
dependent to a provider with competition for scarce
resources. Youth continue to grapple with understanding
their sexuality, their bodies and maintaining a positive selfimage. Their sexual debut will need to be consensual and
not coerced by a partner or peer and they will have to
learn about sexual rights and responsibilities and respect
for human rights. Culture (gender roles, patriarchy, and sex
as taboo), values (class, money, power), transactional sex,
early marriages, secrecy, family structures (absent parents,
orphans and vulnerable children) and exposure to violence
are all significant factors that are linked to SGBV.

Poverty and inequality are inseparably linked to all other
social dynamics that underpin the problem of violence in
South Africa. Research also shows that income inequality
and unemployment are more consistent correlates of
homicide than any other indicator.

3.2.4. Recommendations
3.2.1. Causes of unemployment
?
Rapid labour force growth coupled with 'sedate'

Job creation
?
Exposing school children to the work environment by

taking them to visit the parent/guardian's workplace.

employment growth.
?
Lack of funding to complete education.
?
Lack of skills.
?
Experience trap (ie people cannot get jobs because they
have no experience, but no one will employ them and
give them an opportunity to gain experience).
?
Fields of study (choices are not driven by economic
considerations in many instances).
?
Employer perceptions (regarding quality of education,
etc).
?
Barriers to job search activity, barriers to selfemployment.

?
Parents participating at children’s sports events.

3.2.2. Consequences of unemployment

?
Youth forums to form part of existing community

?
Unemployment results in poverty and accompanying

?
Including youth in meetings to allow them to articulate

?
Business opportunity with ongoing support (business

skills/training, forum to discuss challenges and
progress).
?
Getting children involved in community services.
Recreational facilities
?
Activities accommodating children of different ages.
?
Involvement of the Department of Sports and

Recreation.
?
Have role models/mentors to help youth to understand

the long-term effects of alcohol.

Involvement of youth
forums.
social ills:
- Permanent loss of production to economy.
- Erosion of skills over time.
- Lowered return on public and private investment in
education.
- Increased burden on income-earners and grant
recipients.
- Lowered self-esteem and depression.
- Increased likelihood of involvement in criminal
activity.

their needs and be part of the solution.
?
Allowing youth to form part of the decision-making

processes.
?
Youth-friendly services, eg at police stations and health

facilities youth need to feel their needs are addressed.
?
Getting parents involved in their children’s life through

open communication about sex, drugs, school, friends
and by parents showing an interest in technology
without policing – mxit, TV games, etc
?
Re-evaluate values that support individualism and
which have eroded family structures and ubuntu and
promote common good.
?
Strengthened families and parenting reduces children’s
vulnerability and prevents SGBV.
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3.3 Alcohol and drug abuse

3.3.2. Recommendations

South Africa has one of the highest per capita rates of
alcohol consumption in the world. Drinking is entrenched
in society and the alcoholic beverage and advertising
industries are a significant threat to efforts to address
alcohol abuse.

?
Reduce supply and demand.
?
Increase taxes on all alcohol products.
?
Drunk-driving counter measures (eg zero alcohol for

drivers; random blood testing).
?
More recreational facilities – alternative ways of

socialising – to reduce alcohol use.
?
Liquor regulations and policies to sell alcohol

Some facts about alcohol
n
21% of adult males and 7% of adult females
show symptoms of alcohol problems.
n
One quarter of South Africans drink
excessively over weekends.
n
29% of males in grade 8 to 11 report past
month binge drinking (18% for females).
n
Many South Africans drink up to 17 litres of
alcohol per year.
n
A review of 20 plus studies in Africa showed
that drinkers are 57% more likely to be HIVpositive than non-drinkers.
n
South Africa has the highest recorded levels
of Foetal Alcohol Syndrome (FAS) in the world.

3.3.1. Links between alcohol use and violence
?
Alcohol leads to violence (aggression) due to its

psychopharmacological effects.
?
Individuals predisposed to heavy drinking are also

predisposed to violence.
?
Drinking predisposes people to engage in violent acts.
?
Social and cultural attitudes, expectations and norms

leads to violence (eg expectancies – alcohol leads to
aggression; alcohol used for “Dutch courage” to engage
in violent acts).
?
A combination of the above factors (Graham et al,
1998).
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responsibly with stiff fines if they are contravened.
?
Increase the availability of quality alcohol treatment

services (DOH ) and early intervention.
?
Product restrictions (eg those appealing to minors such

as coolers).
?
Increase restrictions on advertising alcohol (eg

billboards, sponsorships, no radio/TV adverts where
youth are exposed).
?
Increase counter-advertisements.
?
Community mobilisation around alcohol abuse (eg push
for early closing of problematic outlets).
?
Active surveillance of alcohol outlets like shebeens (law
enforcement – fines, revoke licenses, etc).
?
Effective school-based prevention programmes such as:
- Prohibiting alcohol on school premises
- Reinforcing security around the school yard/
premises
- Adequate security guards
- Spontaneous spot checks (body and bags)

3.4 Strengthened policing and enforcement
The police service is mandated to prevent, combat and
investigate crime in order to maintain public order. They
are to protect and secure the inhabitants of South Africa
and their property, and they are there to uphold and
enforce the law.
The role of legal interventions in a society is to provide
protection or recourse in the event of a crime; to provide a
powerful form of social sanction; and to spell out what is
right and wrong and shape social norms.
However, the police and courts are not faring too well.
(Vetten, L). The diagram illustrates the attrition of rape
cases through the criminal justice system (CJS) in Gauteng
from research involving 2 068 rape cases reported in
Gauteng in 2003 (TLAC, MRC, CSVR).
The study showed that only 17% of reported cases made it
to trial and almost one quarter withdrew. In only 6.2% of all
reported rape cases was the perpetrator convicted. The
majority of cases are not reported.
In South Africa at present crime control is driving policing –
not justice – and the value of legal interventions is being
undermined and denied to many. A good deal of attrition is
unnecessary and avoidable; it is simply the result of an
inadequate and ineffective system.

Where cases fall out of the process

50.3%

Arrested

42.8%

Charged

17.3%

Trial

6.2%

The justice system faces many challenges. Not only is there
a lack of knowledge about legislation, procedures and
crimes on the part of health providers and police. There is
also a shortage of health and legal services in rural areas.
The legal and health services should ideally be available
24 hours a day. Furthermore, there is a significant pro-gun
lobby in South Africa. Domestic violence (DV) is underreported, and DV with guns is likely to be even less
reported for fear of retaliation. The police often fail to
remove a gun when responding to a DV call.

3.4.1. Challenges
?
Services are not available 24 hours a day and suburban-

rural access is poor.
?
The contact details of victims and witnesses are often

not documented.
?
Matters are sometimes informally resolved between

families.
?
When women report cases of rape to the police in
South Africa they often become victims of secondary
trauma because they are now interrogated and asked
the following questions: Did you receive money for the
rape? What were you wearing?
?
This is further exacerbated in court (if the case goes to
trial) by defence attorneys who often ask embarrassing
personal questions about the victim and magistrates
who tell them that they asked for it. Instead of feeling
helped by those in authority and who are expected to
assist them, women feel further traumatized and
helpless.

Convicted
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3.4.2. Responding to the challenges – the SOCA,
NPA

Firearm involvement in rape and
domestic violence
?
In South Africa, every 24 hours, a woman is shot by
her intimate partner, killing her.
?
The ownership of a legal firearm is one of the main
risk factors in the murder of intimate female
partners.
?
Women are three times more at risk of being killed
by an intimate partner when a gun is in the home.
?
The perpetrator is usually a spouse or partner, often
with a prior record of domestic abuse.
?
80% of multiple family killings involve guns – where
the man kills family members and then himself.
?
A gun in the home is much more likely to be used to
intimidate or physically injure family members than
be used against an outside intruder.
?
Four out of five guns used in DV in South Africa are
legal guns.
?
For every woman killed or physically injured by
firearms, many more are threatened.

The Sexual Offences and Community Affairs (SOCA) Unit of
the National Prosecuting Authority (NPA) was established
in October 1999 to eradicate all forms of gender-based
violence against women and children. The unit is made up
of four sections: Sexual Offenses; Domestic Offenses;
Violence Maintenance; and Child Justice. Its vision is that
there be justice and security for women and children by
protecting their dignity and freedom from violence and
abuse.
The SOCA Unit has initiated several interventions to
combat domestic violence:
?
Capacity building around the police, prosecutors and
traditional leaders was identified as a strategic
intervention to eradicate of all forms of gender-based
violence.
?
An integrated domestic violence manual that is SAQA
accredited was developed and adapted to produce the
train the trainer programme
- The outcome of Project Ndabezitha initiated by the
SOCA unit was accredited trainers, facilitators and
assessors from the National and Provincial Houses of
Traditional Leaders. These included 80 traditional
leaders and prosecutors.
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3.4.3. Recommendations
?
A large proportion of attrition is avoidable therefore the
system needs to be reviewed to allow for many more
cases to be finalised.
?
Prevention, reaction, and support can be addressed by
identifying gaps in the system (additional staff to ensure
access when needed such as evenings and weekends).
?
Performance targets are damaging the outcome of
cases and impact attrition – this policy needs to be
revisited by the CJS to better serve victims with the aim
of attaining justice.
?
Achieving justice, not crime control, must be the driving
force in policing.
?
Police need to consult with and obtain written
permission from past and current partners as part of
background checks before granting firearm licenses.
?
Improved implementation of the DVA with removal of a
firearm – when there is violence firearm licenses must
be revoked.
?
Information sharing between police, courts,
prosecutors, shelters and social workers about gun
ownership and threats with a gun.
?
Buy-back schemes to reduce number of firearms in the
community.
?
Statistics on DV must be better kept, not in police/court
statistics; and used proactively to prevent crime.
?
Since rape impacts on the mental health of victims and
increases the risk of long-term psychological
consequences, adequate psychosocial support is
critical.
?
The special sexual offences court must be reinstated –
its removal is impacting negatively on the outcomes of
cases. There is also a need to advocate for legislative
intervention.
?
Develop a framework to enhance collaboration
between NPA and NGOs.
?
Improve communication among police, courts,
prosecutors' offices, and centres for social
work/shelters about data recording, keeping and
exchanging about cases of armed domestic violence
and perpetrators.
?
Draw up a list of best practices to analyse domestic
violence and firearms laws and monitor their
enforcement.
?
An understanding of the implications of choosing one
path over another – there will be tradeoffs that require
the involvement of other departments.
?
A balance across actions to ensure that energy is
efficiently dispersed – not fixing the bad while ignoring
the good or not investing in adding what is missing.

3.5. Child abuse prevalence
Several child abuse studies were conducted in the Free
State (Chandaran, T). The first was rapid situational
analysis of rape victims registered in hospitals in 2005 and
the second was a study to understand the dynamics of
interpersonal violence in the province in 2007. The latter
was a population-based household survey that looked at
the child, partner, elderly and sexual violence separately.
The findings of the studies showed that:
?
30% of participating children reported abuse – most
lived with a parent or grandparent.
?
60% were female.
?
Their mother and father were the main perpetrators.
?
Abuse most often occurred at home.
?
22% experienced abuse daily (battered children).
?
Sexual violence happened mostly by strangers.
?
Emotional trauma was by far the most severe injury to
children (43%).
?
Alcohol and drug use had the most influence on violent
behaviors by perpetrators (67%).
?
Children experience heightened anxiety and they fear
their parents' response with most expecting to be
blamed and punished.
?
Older girls act out – becoming aggressive and moody,
mixing with the wrong friends, sleeping out, missing
school.

3.5.1 Protecting children from abuse and
strengthening parenting
In 1995 the need for a co-ordinated and integrated
response to child abuse, neglect and exploitation was
identified and the Department of Social Development was
mandated to lead the process of consultation with
provincial and national departments as well as welfare
organisations and NGOs. A National Committee on Child
Abuse and Neglect (NCCAN) was formed and the first
strategy drafted the following year. The strategy was
reviewed in 2001 and policy revisions made and the
Children’s Bill, Child Justice Bill and the Sexual Offenses Bill
were drafted. The current policy framework and strategy
was approved in 2004.
Sexual abuse in children is difficult to diagnose since,
despite known sexual activity with children there may not
be any physical evidence when a medical examination is
performed. Diagnosing sexual abuse in children is therefore
based on what has been reported by the child, the
perpetrator or an eye-witness. Disclosure by children is a

complex process and most likely happens over time, not in
a single event. However the wounds of assault can heal
within seven days while disclosure may not begin until a
few weeks after the event. In addition, disclosure is often
delayed because of fear, shame, guilt and pride.
The genital tract is dynamic and its growth and
development occurs in three phases or ages: infancy,
childhood and adolescence. Oestrogen is critical and has
serious effects on the genital tract. An infant maintains
oestrogen from its mother from birth to up to three years
making the genital tract elastic and able to stretch and
appear normal after sexual assault. Adolescent girls
develop their own oestrogen by the time they reach
puberty.
While sexual assault and abuse is determined by what is
told, physical abuse is determined by what one sees and
involves pattern, age, and distribution of injuries. Parents
must listen carefully to what their children tell them and
trust what they are telling them – abuse is not something
that a child will fabricate.
The health consequences of child sexual abuse are also well
documented and lead to alcohol abuse, depression, HIV
and further violent behaviour.

There is insufficient attention paid to the
needs of children exposed to violence
despite evidence that this can make a
real difference.
?
Life orientation curriculum is inconsistently

implemented.
?
There is limited psycho-social support in schools,

jails and communities at large.
?
Current parenting laws reinforce rigid gender

roles.
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3.5.3. Service provision for child rape survivors
in KZN

3.5.2. The Children’s Act, National Policy
Framework on Child Abuse, Neglect and
Exploitation

A service provision audit was conducted for a sample of
200 survivors between October 2004 and December 2006.
The audit assessed:

A situational analysis on the fifty state survey conducted by
the National Committee on Child Abuse and Neglect
(NCCAN) in 1995, concluded that the factors associated
with child abuse, neglect and exploitation include, amongst
others:

?
Medical-Post Exposure Prophylaxis (PEP) (at six

months)
- 8% were HIV-positive.
- 4% did not comply with PEP regimens.
?
Judicial system (at two years)
- Current services were more effective than first
world services in a number of respects (proportion
referred for prosecution and proportion found
guilty).
- Large number of cases withdrawn by prosecutors.
?
Counselling/social work (six months)
- After-hours presentation was associated with
reduced likelihood of service provision. There is a
need for service 24 hours a day.
- No record of referred cases – there is a need for
more effective multi-sectoral monitoring.

?
Socio-political issues;
?
Social attitudes towards children;
?
Gender roles;
?
Poverty;
?
Dysfunctional family structures and their functioning;
?
Substance abuse;
?
Domestic violence;
?
HIV and AIDS pandemic;
?
Child-headed households;
?
Children in care;
?
Children with disabilities;
?
Children in holding facilities;
?
Foreign unaccompanied and undocumented children;
?
Traditional and customary practices; and
?
Shortcomings in the Child Protection System (CPS).

Findings of 2007 study on child abuse
Influence of alcohol and drugs and interpersonal violence
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Source: T Chandaran
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3.5.4. Challenges

3.5.6. Recommendations

?
Teenagers are not treated as children and are often
blamed for the rape by both parents and services
influencing their access to support services; and
?
Health providers treat teenagers as adults and do not
provide them with the necessary services to facilitate
healing.
?
Most children and caregivers are not referred to
support services.
?
Attempts to access to support services often fraught
with bureaucratic obstacles.
?
Alternative ways of managing workloads – effective use
of social auxiliary workers and child and youth care
workers.
?
Prevention and early intervention services are lacking.
?
Resources to implement the new Children’s Act are
lacking.

Policy on care and support and quality of care needs to be
implemented.
?
National Policy Framework to support the Act.
?
Developing training guidelines on the Act.
?
Developing norms, standards and practice guidelines.
?
Integrated service delivery.
?
Increase access to care and support.
?
Shifts in the social services sector to focus on
prevention and early intervention rather than on
responding reactively.
?
Monitoring all abuses of children under 14 years of age.
?
Child Protection Register (CPR) to follow up cases.
?
Notification Guideline on child abuse to be updated.
?
An online notification system is being developed.
?
A child protection training programme for communitybased caregivers is being developed.
?
Multi-sectoral approach and integrated service delivery.
?
Awareness campaigns on rights and responsibilities.
?
Victim-friendly institutions – courts, police, centres.
?
Community forums and activism against violence.
?
Counselling and support forums in all main settlements
?
Incorporate themes on interpersonal violence in
programmes such as healthy schools, workplace and
hospitals.
?
Advocacy to improve service delivery in government
departments – Health, Justice, Welfare, Local
Government and Police Service.
?
Strengthening of families to protect children.
?
Building parenting skills to reduce children's
vulnerability.
?
A framework for service delivery for the prevention,
early intervention, statutory intervention and
rehabilitation and reintegration is needed. It will align
policies, strategies, norms and standards,
protocols/practices, guidelines and implementation
plans of all stakeholders.

3.5.5. Limitations of the Child Protection
Services:
The limitations of the Child Protection Services include:
?
Insufficient attention to prevention and early
intervention;
?
Inadequate protection of children in general from
secondary abuse;
?
Critical human and financial resource problems;
?
Inadequate and unco-ordinated service delivery;
?
Lack of involvement of local authorities; and
?
Inappropriate media messages on child abuse.
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3.6 Sexual orientation and violence
There are many contradictions in South Africa related to
gender and gender-based violence particularly with regard
to lesbian, gay, bisexual, transgender and inter-sex (LGBTI)
individuals. Whereas the Universal Declaration of Human
Rights protects everyone from violent acts LGBTI are
subjected to horrific violence and even murder.
There are currently 20 cases of lesbians who have been
raped and murdered in South Africa but only two cases
have gone to trial and one of those was postponed 23
times. These crimes were committed by “post-apartheid”
generation male youths between the ages of 19 and 24.
Black lesbians have been targeted specifically and three
transgender people have been murdered since 1999.
Many attacks on LGBTI individuals are characterised as
mere hate crimes when in fact they often occur because of
one's sexual orientation, homophobia, or they are attempts
at “corrective rape” especially in some townships where
lesbian women are raped to make them “straight” again
(Eudy case and 777 campaign) and/or the “butch” lesbian
is perceived as a threat to patriarchy and masculinity.
Examples include:
?
The Noord Street mini-skirt debacle, where a man was
arrested for the indecent assault of a woman at a taxi
rank, apparently because she was wearing a miniskirt;
?
The issue of a woman being stripped naked and paraded
through Umlazi in KZN because she defied a ban on
wearing pants. The ban was imposed by residents of a

A hidden epidemic
?
MSM/WSW are among the most

vulnerable minorities, unless they
successfully hide.
?
They suffer from stigma and
discrimination, and are at high risk of
losing the safety net from their families.
?
This marginalisation increases their
disease burden, livelihood loss,
destitution, and poverty, and exposes
them to an increased risk of loss of life.

Victimisation experienced by black (n=145)
and white (n=50) females
over 24 months (2002 and 2003)
Verbal abuse
Domestic violence
Physical abuse/Assault
Attacks on property/possessions
Sexual Abuse/Rape

Black
36.1%
17.2%
15%
12.6%
9.7%

White
40%
8.2%
16%
15.4%
4%

nearby hostel. The woman's house was later burnt down;
?
The murder of an HIV-positive woman in Khayelitsha

because of her status; and
?
The xenophobic attacks on cross-border migrants.

It is a sad testimony that only 31% of domestic violence
incidents are reported to the police and 41% percent of
sexual abuse and rape cases were reported. The main
reason given by victims for victimisation is homophobia
(85%), while 12% refused to go for treatment because they
feared discrimination.
In 2004, the Joint Working Group (JWG) and UNISA
conducted an empowerment study of approximately 500
black and white males and females. The results in the
various categories by gender and race are cited below.
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Victimisation experienced by black (n=141)
and white (n=116) males (gay men) over
24 months (2002 and 2003)
Verbal abuse
Domestic violence
Physical abuse/Assault
Attacks on property/possessions
Sexual Abuse/Rape

Black
38.9%
7.8%
15.4%
15.6%
9.4%

White
32.8%
6.9%
14.7%
16.4%
5.2%

3.6.1. HIV prevalence and links

3.6.2. Recommendations

Contrary to the belief that lesbian women are relatively
risk-free from HIV, the following statistics reflect the
prevalence of lesbian women and gay men tested for HIV.
It should be noted that some lesbians could have bi-sexual
partners and/or experience high levels of rape.

?
Recognise LGBT people as a vulnerable group and
provide funding for sensitisation training to the SAPS
victim’s support counsellors.
?
A complete unpacking of the term gender and inclusion
of the term “genders” which encompasses more than
males/females – multiple orientations such as
transgender and intersex individuals; Include gender
identity in the analysis, the messages and response.
?
Address the challenge of language – political leaders
need to be held accountable for the language they use.
?
Work on masculinity also needs to include
homophobia. Violence can be reduced if tolerance is
increased and through programmes to reach men who
have sex with men (MSM) and women who have sex
with women (WSW); reduce secrecy/ increase
tolerance.
?
Focus on the dysfunction of the justice system – very
qualified prosecutors are involved in the two trials (out
of the 20 cases) yet they fail to see that transgressing
gender roles contributed to the murders.
?
Address the issue of patriarchy in media, religion, state
– government needs to speak out and develop policy
interventions as well as ensure that current legislation
is implemented; and Collaboration between
government (prevention messages); NGOs/civil society
(spread the messages and human rights) and LGBTI
associations (care, treatment, livelihood support).
?
Large-scale HIV prevention programmes should include
various target groups and all provinces and should not
be limited to one city or one target group.
?
Training to debunk myths and stereotypes of gender,
gender identity and sexual practices (behaviour and
meaning) to lessen homophobia and increase
tolerance.
?
Changing social norms is important and must be done
on a massive scale with community involvement and
include mass media, community involvement,
education and training.

Females (n=123) reported HIV+:
Males (n=173) reported HIV+:

Black
White

The HIV/AIDS bridges between
MSM/WSW and the
general population
Population

MSM/WSW
LGBTI

Special
Groups

Risk of being subject to violence
due to sexual orientation
Non - existent
Medium
High
Very High
MSM: Men who have sex with men
WSW: Women who have sex with women
LGBTI: Lesbian, Gay, Bisexual, Transgender and Intersex people
Special Groups: eg. Inmates of correctional institutions
Spillover of HIV and AIDS
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3.7 Responses from prevention
partners and government
Local and international partner organisations of the
Population Council and AED shared their gender-based
violence projects and lessons learned.

3.7.1. Lessons learned in the health sector
Health workers and the health sector must get involved in
domestic violence because of:
?
Prevalence rates.
?
Health consequences.
?
Opportunities to address such violence.
?
The ethical and moral responsibility of individuals to
play a role.

Package of comprehensive sexual
assault care by healthcare workers for
rape victims
?
Document pertinent history.
?
Perform a thorough physical examination.
?
Collect legal evidence.
?
Screen for STI and HIV.
?
Treat physical injuries.
?
Prevent unwanted pregnancy.
?
Prevent and treat STIs.
?
Provide post exposure prophylaxis for HIV.

Numerous opportunities exist for the health sector to
provide care to SGBV survivors. Based on the number of
people attending health facilities, health workers are often
the first point of contact. Some victims or survivors
presenting at health facilities will disclose that they've
been violated, while others may not disclose this, but may
have symptoms. Early identification could help with
treatment, limit the consequences and decrease further
violence.
Many health workers know little about how to manage
SGBV clients and scant attention is paid to DV. Yet there
are many ways in which the health sector can be
strengthened to deal with the issue:
?
Identify appropriate medical and counselling services
?
Make health services available at first point of contact
- Referrals for other services
- Integration of various medical services.
?
Capacity of health workers to screen routinely.
?
Capacity of health workers to diagnose accurately –
especially for children.
?
Clarify and enable legal requirements for reporting an
assault – or suspicion of an assault.
?
Role of forensic evidence in prosecution.
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?
Provide psychological support.
?
Refer to appropriate resources.
?
Present evidence in court.
Source: Population Council, 2008

3.7.2. Achievements in the health sector
response to rape in South Africa
Sexual Assault Services are the most excluded clinical legal
services. These services were initially addressed within the
District Surgeon System. This was changed to a District
Medical Officer System that was integrated into primary
health care services. Subsequently separate Sexual Assault
Services were provided that included:
?
Most excluded other clinical medico-legal services.
?
Some provide ex officio services.
?
Introduction of PEP for victims of sexual assault (2002).
Administrative level interventions currently provide the
following:
?
A national level unit deals with sexual assault services.
?
Most provinces established units responsible solely for
this service (Gauteng, Free State, Northern Cape,
KwaZulu-Natal).
?
Others still have service integrated with other
programmes (Mental Health, etc).
?
All provinces are now expected to designate facilities
(Criminal Law (Sexual Offences and Related Matters)
Amendment Act, 2007).
?
A training programme has been designed (Sexual
Assault Management and Care).
?
Use of forensic nurses/sexual assault care practitioners
in most provinces.
Although much more needs to be done, including more
research, some emerging approaches are:
?
One-stop integrated medico-legal centre
- Thuthuzela Care Centres, Uganda, Zambia
?
Integrated, comprehensive health services with
structured referrals for legal services
- Refentse, Ethiopian Society of Obstetrics –
Gynaecology, Kenya MOH/Liverpool VCT, Nairobi
Women’s Hospital
?
Help desks at clinics
- Thohoyandou Victim Empowerment Programme,
?
Strengthening police responses
- Copperbelt Model of Integrated Care
?
Establishing bi-directional linkages between police
and health facilities
- Thohoyandou Victim Empowerment Programme,
Liverpool VCT

3.7.4. Recommendations
?
Community awareness to generate demand for
services.
?
Involvement of strategic and most vulnerable
communities.
?
Empower vulnerable communities.
?
Involvement of Government and relevant partners in
all activities.
?
SGBV services available nationally.
?
Core services at the service centres and people who
actually own the services with departments and
health facilities.
?
Controlled Integration with other service providers
- Special area – auditory and visual privacy
- Vulnerability of victims
- Dedicated full-time staff
- Recognition of sexual assault service as a specialty.
?
Service Excellence Centres
- Research, training, quality care, outreach
- Established referral networks
- Number dependent on need, population and
geographic size.
?
Direct linkages with other stakeholders.
?
Dedicated personnel: identify, recognition, reward,
involve, engage, ownership.
?
Strong collaboration to respond to the needs and
ensure comprehensive care is available.
There is no blueprint of sexual assault services, however
the model used must be adaptable to local settings, must
be evidence-based and encourage inter-sectoral
collaboration.
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4. CONCLUSION
South Africa faces an overwhelming problem of genderbased violence. Not only is this a violation of human rights
of women and girls, it is also a major cause of mortality
and morbidity.
SGBV is a key driver of the HIV epidemic for women. For
men, the constructions of masculinity which are
predicated on gender hierarchy and valourise toughness
and risk taking are a key driver of SGBV as well as HIV.

?
Real commitment between and a concerted effort by

civil society and government.
?
Increase civil society’s capacity to engage in policy,

advocacy and community mobilisation.
?
Strengthen public sector capacity.
?
Involvement of traditional and religious leader.
?
Involvement of state institutions, political parties, social

movements, other organs of society.
?
An accountability and management role is needed but

it is not clear who will take the lead.

“Effective prevention of
SGBV requires a
comprehensive crosssectoral approach with
buy-in and political
support at all levels of
government. No single
strategy will do the job.”
Effective prevention of SGBV requires a comprehensive
cross-sectoral approach with buy-in and political support
at all levels of government. No single strategy will do the
job. At present, there is insufficient co-ordination and
engagement to effectively implement the national 365-day
plan. There has also been limited engagement with civil
society and oversight mechanisms like the CGE and ICD
face challenges. For any prevention interventions to work,
civil society must work closely with government and
increase its capacity to engage in policy, advocacy and
community mobilisation. Similarly, public sector capacity
must be strengthened. Lastly, the involvement of
traditional and religious leaders cannot be overlooked.
While specific recommendations have been made per
sector there are general recommendations which apply
across-the board and which will require cross-sectoral
collaboration and commitment.
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?
Reduce poverty.
?
Change constructions of masculinity to those that are

more gender equitable.
?
Strengthen family values.
?
Reduce exposure to violence in childhood.
?
Reduce levels of alcohol consumption and enforce

alcohol laws.
?
Ensure stricter gun control.
?
Institute comprehensive, broad-based social norms

campaigns that build on positive policies such as gun
control.
It is hoped that the findings presented at the symposium
will inspire stakeholders across all sectors to join forces to
formulate a plan of action; that the symposium will guide
advocacy and inform future interventions and research
needs towards comprehensive HIV prevention in South
Africa.
For more detail on the presentations made at the
symposium, go to www.popcouncil.org.
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